Introduction: This study determined whether the multicomponent rehabilitation programme of a memory clinic had positive outcomes on ameliorating everyday functioning, quality of life, mood and behavioural disturbances of persons with dementia and reducing distress and burden of caregivers. Method: A retrospective pre-test-post-test study without control group was conducted on the first cohort of persons with dementia (n ¼ 30) and their caregivers (n ¼ 30), who participated in a programme lasting for a maximum of 1 year with 25 1-hour counselling sessions. The assessment contained an evaluation of everyday functioning in basic, instrumental and advanced activities of daily living, cognition, mood, emotional and behavioural disturbances, quality of life and caregiver burden. Results: Eight participants dropped out prematurely. For persons with dementia (n ¼ 22), participating in the programme did not improve everyday functioning and cognition but ameliorated quality of life significantly (Z ¼ -2.7, p ¼ 0.006, 95% CI (.003-.005)) and stabilized mood, emotional and behavioural disturbances for 60% or more of them. For caregivers (n ¼ 22), the mild to moderate burden of care remained stable or got better for 63.6% of the caregivers. Conclusion: This programme appears to be promising and valuable, and might reduce institutionalization rates. Future explorations are recommended to research how participants evolve and to investigate which participants responded in a positive way.
Introduction
Today, dementia affects approximately 47 million people worldwide. It is estimated this number will increase to 131 million by 2050 (Prince et al., 2016) . Dementia impacts several domains of a person's life, such as cognition (decline in memory, language, attention, etc.), functional status, psychological and behavioural functioning (feelings of depression, agitation, delusions, etc.) and quality of life (QoL). Moreover, dementia also challenges the lives of proxies and the public social and health services.
In Europe, about 70% of persons with dementia (PwDs) live at home and receive both informal and formal care (Alzheimer's Society UK, 2013). Caregivers of community-dwelling PwDs experience high levels of objective and subjective burden influencing their wellbeing and QoL due to behavioural problems and the PwD's functional status (Chiao et al., 2015) . Nowadays, policies are focusing on continuous, holistic and integrated home and community-based services as alternatives to the residential care model (Prince et al., 2016) . Therefore, community-based care aims to keep PwDs part of the society and independent as long as possible. Several nonpharmacological interventions have been developed to support community-dwelling PwDs and their caregivers and are increasingly being recognized as an important adjunct or alternative to pharmacological treatments (Bahar-Fuchs et al., 2013) .
Interventions such as cognitive training, rehabilitation and stimulation focus on maintaining cognitive functioning by practising a set of tasks reflecting cognitive functions, training specific strategies for taking in new information and offering pleasant activities (Bahar-Fuchs et al., 2013; Logsdon et al., 2007; Woods et al., 2012) . Cognitive rehabilitation in particular shows promising results and demonstrates that PwDs experience fewer limitations in their memory performance and caregivers report a higher QoL . Another example of a non-pharmacological intervention is a psycho-educational programme which has proven to be efficient in reducing the burden and depression of caregivers and improving the wellbeing of PwDs (So¨rensen et al., 2002) . It also enlarges coping skills and the self-efficacy of caregivers, it decreases the number of visits to specialists or to primary care and is effective in reducing the neuropsychiatric symptoms of PwDs (Martin-Carrasco et al., 2009) .
When one intervention proves to be efficient, a reasonable next step is to combine several interventions in a multicomponent programme to achieve larger effects on different domains. Next to cognitive rehabilitation, multicomponent programmes also focus on everyday functioning and incorporate a holistic, person-centred and goal-oriented approach (Aspinal et al., 2016; Cochrane et al., 2016) . A recent meta-analysis suggest that community-based multicomponent interventions are effective in promoting wellbeing, reducing depression and behavioural and psychological symptoms of dementia (BPSD) of PwDs, augmenting coping skills and social support for caregivers, and delaying institutionalization for both PwDs and caregivers, with an overall moderate effect size (Brodaty and Arasaratham, 2012; Ruiz and Spafford, 2015) . Moreover, a systematic review stated that multicomponent programmes improve QoL with similar or even larger effect sizes than those seen in pharmacological interventions (Olazaran et al., 2010) . Mainly it is non-pharmacological interventions supporting coping strategies for caregivers that improve the QoL of community-dwelling PwDs (Cooper et al., 2012) . Nevertheless, multicomponent programmes have the insidious risk of raising extra awareness of the disease in PwDs and their caregivers and might consequently create a higher feeling of burden instead of an alleviation (Kurz et al., 2012) . Therefore, multicomponent programmes must be 'tailored', including a personalization of goals and training in the real-life setting of PwDs and their caregivers (Kurz et al., 2012) . In this way, this kind of person-centred programme differs from care for other patient groups and requires a closer patient-caregiver collaboration (Ruiz and Spafford, 2015) . Since experiences of dementia vary, it is crucial to build upon individual strengths and abilities in multicomponent programmes and direct PwDs and their caregivers to resources congruent with their needs. Thus, as recommended by Ruiz and Spafford (2015) , it is pivotal and very relevant to evaluate multicomponent programmes for PwDs in effectiveness studies. Therefore, well-designed studies are still necessary, since the overall quality of currently published trials is merely low to moderate (Bahar-Fuchs et al., 2013) .
Despite the lack of conclusive evidence, health policymakers have been paying attention to the existing research findings and started to implement them in clinical practice. In Belgium, the National Institute for Health and Disability Insurance (NIHDI) founded 10 so-called 'memory clinics' in 2011, aiming to reduce the need for admissions in longterm services by supporting PwDs and their caregivers to live independently as long as possible. For PwDs, memory clinics aim -by offering a tailored multicomponent programme -to improve everyday functioning, mood and self-perceived QoL as defined by Lawton (1994) and to reduce behaviour disturbances. For caregivers, memory clinics aim to reduce burden and emotional distress. Memory clinics are inspired by (cost) effective programmes such as that of Graff et al. (2006) , who developed a tailored intervention focusing on improving everyday functioning and creating opportunities to promote independence and participation in social activities, and Wenborn et al. (2016) , who adapted this intervention to the specific national context of the United Kingdom (UK) and is currently evaluating this intervention. Therefore, these memory clinics must not be confused with clinics for the diagnosis and general follow-up of persons with cognitive disorders, which are already in existence in several health services in Belgium and other European countries.
Since it is effective to improve the daily functioning of PwDs by modifying their homes and environment, and by teaching compensatory and environmental strategies (Gitlin et al., 2005; Graff et al., 2006) , memory clinics (1) learn strategies to help PwDs to compensate for limitations in their everyday functioning (money management, etc.) and (2) give adEvice on the adjustments in housing and the daily environment of PwDs (assistive devices, care at home, etc.). Moreover, since psychosocial interventions including a combination of strategies such as psychoeducation, skills training and coping strategies are effective for both PwDs and caregivers (Brodaty and Arasaratham, 2012; Van't Leven et al., 2013) , memory clinics also (3) educate caregivers in assisting PwDs and (4) provide information about dementia, the course of the disease and its consequences to PwDs and their caregivers. Memory clinics follow the principles of person-centred care by seeing the person with dementia as an individual -rather than focusing on their illness or inabilities -supporting self-management, shared decision-making and promoting prevention and peer support.
The 'memory clinics' founded by the NIHDI go beyond the normally provided dementia care in Belgium and offer -for the first time -a multicomponent rehabilitation to PwDs and caregivers. Since it is important to monitor the implementation of evidence-based programmes in real-life settings, an evaluation of these new memory clinics is warranted. The objective of this study was to determine whether the multicomponent rehabilitation programme of a memory clinic had positive outcomes on ameliorating everyday functioning, QoL, mood and behavioural disturbances of PwDs, and reducing the distress and burden of caregivers. Other than controlled trials under standardized conditions, this study aimed to estimate the effectiveness of a rehabilitation programme conducted in real-life conditions. This is important since real-life studies can add to current knowledge by providing better representations of everyday clinical practice and confirming or refuting the results reported in clinical studies.
Method
This study is a retrospective pre-test-post-test study without a control group on the first cohort of PwDs and their caregivers who participated in the multicomponent rehabilitation programme offered by the memory clinic of the Universitair Ziekenhuis Brussel (Belgium).
Participants
Participants were pairs of community-dwelling PwDs and caregivers. The criteria for entering the programme were defined by the NIHDI as follows: (1) a PwD is diagnosed with dementia by a neurologist or geriatrician; (2) an informal caregiver should be present and agree to join the programme and (3) the PwD must be expected to live for at least one more year at home. Pairs were not included when they didn't want to participate or had no identified need for support or information.
Intervention
The intervention consists of a multicomponent rehabilitation programme lasting for a maximum of 1 year, with 25 counselling sessions, including at least two mandatory home visits. Depending on their needs, PwDs and their caregivers may utilize a maximum of 25 sessions, which are planned according to their preferences and possibilities (two-weekly, once a month, more sessions in the beginning or at the end, etc.). Sessions typically take up to one hour and may be individual or joint with the PwD and his or her caregiver(s). The programme is delivered by a multidisciplinary team of a geriatrician, a neurologist, an occupational therapist, a social worker (a nurse with domainspecific training) and a psychologist. Each member of the multidisciplinary team had experience in supporting PwDs and their caregivers.
The programme consists of three phases. In the first phase -assessment and goal setting -an evaluation is carried out by the occupational therapist and psychologist to explore the needs of the PwD and caregiver. This phase determines the preserved abilities of the PwD, evaluates the caregiver strategies, assesses the physical environment at home and leads in the end to a set of individualized goals. Goals might be, for example, 'Being able to prepare my own breakfast' (PwD), 'I would like to know how to support my partner to carry out activities' (caregiver), 'Being able to use my mobile phone to call my partner when I'm on my way out' (PwD) or 'Daring to ask others for help to minimize emotional burden' (caregiver). Based on a person-centred approach, PwDs and caregivers are actively involved by choosing and prioritizing the goals that are meaningful to them. Mandated by the NIHDI, this phase consists of two individual sessions with the PwD and caregiver separately and at least one home visit. In the second phase -rehabilitationinterventions take place. First of all, PwDs are trained in relevant everyday activities by teaching compensatory and environmental strategies. Secondly, caregivers are skilled by means of cognitive and behavioural interventions to support the PwD in his or her autonomy. And thirdly, counselling sessions concerning adaptations to the living environment or assistive devices are given. Also, this phase includes at least one session of psycho-education and one home visit. The psycho-education and rehabilitation is mainly carried out by the occupational therapist and the psychologist. Additionally, at least one counselling session with the social worker and a 6-monthly visit with the geriatrician or the neurologist is provided. Monthly, each trajectory of a PwD and his or her caregiver is discussed in staff meetings. Since the memory clinic provides a tailored programme, PwDs and caregivers are not obliged to follow a certain number of sessions. How many sessions PwDs and caregivers need varies depending on their needs and help questions. Some PwDs and caregivers need all sessions, some of them need a smaller number. Finally, in the third phase -the evaluation phase -the occupational therapist and psychologist evaluate whether the goals of the PwD and his or her caregiver are reached.
Outcome assessments and measures
The NIHDI demands an assessment of the PwD and his or her caregiver in the first session of phase 1 and after 1 year at the end of the intervention (the last session of phase 3). The assessment in the memory clinic of the Universitair Ziekenhuis Brussel contains an evaluation of everyday functioning in basic activities of daily living (BADL) with the Belgian version of the Katz Index (Katz, 1963) (total scores between 6 and 24, with higher scores representing more dependence), instrumental ADL (IADL) with the Lawton Scale (Lawton and Brody, 1969) (scores between 9 and 27, with higher scores representing less dependence) and advanced ADL (AADL) with the AADL tool (De Vriendt et al., 2013 (scores between 0 and 100%, with higher scores representing more dependence), cognitive functions with the Mini Mental State Examination (MMSE) (Folstein et al., 1975) (maximum score 30, with higher scores representing less cognitive limitations), mood with the Geriatric Depression Scale (GDS-15) (Yesavage et al., 1983 ) (maximum score 15, with higher scores representing more depressive symptoms), emotional and behavioural disturbances in PwDs by the Neuropsychiatric Inventory Questionnaire (NPI-Q) (Cummings et al., 1994 ) (maximum severity score 36 and maximum distress score 110, higher scores representing more emotional disturbances and caregiver's distress respectively), QoL with the Quality of Life, Alzheimer's Disease (QoL-AD) (Logsdon et al., 2007) (maximum score 52, with higher scores representing higher quality of life) and caregiver's burden with the Zarit Burden Interview (ZARIT-BI) (Zarit et al., 1980) (maximum score 88, with higher scores representing greater caregiver burden). With the exception of the AADL tool, the assessments are deemed mandatory by the NIHDI and are well-known evaluations with reliable psychometrical properties. In the memory clinic of UZ Brussel, the AADL tool is additionally used since it evaluates more complex ADL such as leisure, selfdevelopment or (semi) professional work and represents, together with BADL and IADL, the whole spectrum of daily functioning (Reuben et al., 1990) . Data from the Katz Index, Lawton Scale, AADL tool and QoL-AD refer to the PwDs but are collected from the caregiver by the occupational therapist. The psychologist administers the MMSE and GDS-15 to the PwD, and the NPI-Q and ZARIT-BI to the caregiver.
Statistical analyses
Statistical analyses were performed with IBM Statistical Package for Social Sciences (SPSS version 24.0) for Mac (SPSS Inc, Ilinios, USA), with a two-sided a-level considered significant at <0.05 for all analyses. Since the sample size was small and the general analyses of data distribution, assessed by the Kolmogorov-Smirnov goodness of fit test (p<.05), showed a non-normally distributed dataset, non-parametric tests were used. First, descriptive statistics for demographic characteristics and pre-and post-assessments were computed. Second, since PwDs and their caregivers might drop out during the programme, this study will perform group comparisons between the PwDs and their caregivers who completed the programme and those who dropped out using a Mann-Whitney U-test for ordinal data and Fisher's exact test for categorical data. Third, for those who completed the programme, significant differences between baseline and at the end of the programme were determined by using the Wilcoxon signed rank test. Effect sizes between the outcome measurements were calculated using Cohen's d and interpreted as: .20 ¼ small; .50 ¼ moderate; .80 ¼ strong. At last, preand post-assessment scores were compared and counted for each participant to determine if they had improved, worsened or stayed stable after the programme. We considered a positive outcome if scores stayed stable or had improved.
Ethical considerations
This retrospective study was approved by an ethical committee (B.U.N. 143201630718). All data were collected as a routine part of the programme mandated by the NIHDI and were in accordance with ICH-GCP (International Conference on Harmonisation -Good Clinical Practice) guidance and the declaration of Helsinki. Retrospective written informed consents were not required.
Results
We gathered and evaluated data from 30 pairs of PwDs (n ¼ 30) and their caregivers (n ¼ 30). PwDs had an average age of 75.9 years (range 53-89; SD AE 8.3). Most of them were female (n ¼ 16, 53.3%). Caregivers were mostly spouses (n ¼ 24, 80.0%); others were children (n ¼ 6, 20.0%). Twenty-two pairs completed the programme, with a mean number of 15.1 sessions in general, among which 8.7 (range 2-17) were occupational therapy sessions, 5.9 (range 2-13) were psychological sessions and 0.4 (range 0-3) were sessions with the social nurse. One pair completed the programme with fewer than 10 sessions, five pairs with 510 to <15 sessions, 11 pairs with 515 to <20 sessions and five pairs with 520 to 25 sessions.
Eight pairs ended the programme prematurely and dropped out in the phase of assessment and goal setting, mostly after five sessions. Reasons for drop-out can be seen in the flowchart in Figure 1 . For obvious reasons, no end measures are available for these pairs. No significant differences could be found between the pairs who completed the programme and the dropouts, with the exception of the AADL-CDI (Cognitive Disability Index), which was significantly worse for the PwDs in the drop-out group (U ¼ 42, p ¼ 0.031, 95% CI (.028-.035)) (see Table 1 ). Table 2 reports the measurements of the PwDs and their caregivers at baseline and after 1 year, at the end of the programme (n ¼ 22). For the PwDs, the cognitive performance according to the MMSE showed a significant decline (Z ¼ -1.9, p ¼ 0.046, 95% CI (.043-.051)) after one year. Also, everyday functioning on BADL, IADL and AADL according to the Katz Index (Z ¼ -3.2, p ¼ 0.001, 95% CI (.000-.001)), the Lawton Scale (Z ¼ -1.9, p ¼ 0.048, 95% CI (.042-.050)) and AADL-CDI (Z ¼ -3.1, p ¼ 0.002, 95% CI (.000-.001)) respectively, and mood according to the GDS-15 (Z ¼ -2.5, p ¼ 0.001, 95% CI (.016-.021)) showed significantly more limitations and declines at the end of the programme. The QoL-AD, on the other hand, showed a significant improvement (Z ¼ -2.7, p ¼ 0.006, 95% CI (.003-.005)) in the QoL of the PwDs after participating the programme, with a moderate effect size. The emotional and behavioural showed no significant differences between the beginning of the programme and after one year. Table 3 illustrates whether PwDs and their caregivers worsened, remained stable or got better after participating in the programme. Concerning everyday functioning and cognition, most of the PwDs worsened (range 45.5%-77.3%). For all other outcomes, a relatively high number of improving scores was observed. For 60% or more of the PwDs and caregivers, a positive outcome was seen for the GDS-15, NPI-Q, QoL-AD and the ZARIT-BI.
Discussion
This study aimed to evaluate the outcomes of a multicomponent rehabilitation programme offered to 30 pairs of community-dwelling PwDs and their caregivers, with the aim to support them to live independently as long as possible and to reduce the need for long-term care facilities. First of all, this study demonstrated that the QoL of PwDs improved significantly after completing the programme. Although the conceptualization of QoL varies and no standard definition of QoL among PwDs is available, a poor QoL has been found to be one of the main risk factors for institutionalization (Barca et al., 2011) . Since avoiding institutionalization is the main goal of this programme, the ameliorated QoL may represent a clinically significant change or benefit to the PwD (Banerjee et al., 2006) . Secondly, the results also showed that the behavioural disturbances of the PwDs did not significantly deteriorate but remained stable or improved after one year for nearly 60% of the participants. Given that behavioural disorders are a modifiable factor for preventing institutionalization, this might also be considered a positive outcome (Shim et al., 2016) . Thirdly, this study also showed promising outcomes for the caregivers of PwDs. The mild to moderate caregiver burden at the beginning of the programme did not significantly deteriorate but remained stable or got better for 63.6% of the caregivers after participating the programme. Living with and caring for a PwD is challenging and puts high burden on proxies (Brodaty et al., 2014) . Even small improvements or no worsening of caregiver burden in one year -as in our study -may be considered clinically significant since subjective caregiver burden tends to increase over time (Brodaty et al., 2014) . By educating caregivers about dementia and coaching them in supporting their relatives with dementia, most caregivers learn to cope with the consequences of the disease and feel supported in dealing with dementia, which is helpful to stabilize or reduce the burden and consequently also to reduce the risk for institutionalization of the PwD. On the other hand, this study could not find any beneficial impact on cognition and everyday functioning in BADL, IADL and AADL. In contrast with the positive effects of Graff et al. (2006) in improving everyday functioning of PwDs, these outcomes deteriorated after the programme and worsened for almost 70% of the PwDs. This was also seen in other studies (Bahar-Fuchs et al., 2013; Prick et al., 2016) , and may -unfortunately -be expected since dementia is progressive in nature. Moreover, it is shown that rehabilitation programmes raise the awareness of limitations in ADL (Prick et al., 2016) . In our study, this might be reflected in the AADL-CDI expressing the limitations in AADL due to cognitive disorders. Since the memory clinic provides information about the course and the consequences of dementia, participants learn to be more aware of inabilities in everyday functioning and might consequently observe more limitations at the end of the programme. Furthermore, by participating in the memory clinic, PwDs and caregivers are informed on home care services to support ADL such as bathing, cleaning and preparing meals. This might have the consequence that BADL and IADL could be performed with more support at the end of the programme, which is reflected in more disability in the functional evaluations. It is also important to note that the positive effects of Graff et al. (2006) in the Netherlands were not found after transferring and testing this intervention in Germany (Voigt-Radloff et al., 2011a) . So, it is not evident that programmes developed in one country are successful in other countries for many culturally bound reasons. Multicomponent interventions need to be adapted and translated to make them suitable for specific national contexts (Voigt-Radloff et al., 2011a; Wenborn et al., 2016) . Moreover, as hypothesized by Voigt-Radloff et al. (2011b) , a more extensive training for the therapists might also be helpful in achieving better results. And, with respect to our study, also other assessment tools -which are more sensitive than the Katz Index and Lawton Scale -might be more useful in exploring the needs and determining the preserved capacities of PwDs in order to address a holistic and comprehensive activity-oriented approach in the programme.
In summary, it seems that the memory clinic has the potential to improve QoL and stabilize behaviour disturbances of PwDs and caregiver burden. However, in order to reduce institutionalization, these are not the only factors contributing to the decision for long-term care. Functional decline, cognitive deterioration, disease severity, gender of the PwD and medication dosage are also predictive measures for nursing home placement (McLaren et al., 2013; Wattmo et al., 2011) and these factors were not investigated in this study or didn't show positive outcomes. It merits further research to determine if the multicomponent programme of memory clinics succeeds in delaying institutionalization.
After participating the programme, QoL of PwDs showed a significant improvement. At the same time, outcomes such as cognition, everyday functioning and caregiver burden stayed stable or even got worse. An explanation can possibly be found in the manner in which outcomes are assessed in this study. By using the QoL-AD, which is considered the measure of choice in evaluating QoL in psychosocial interventions (MonizCook et al., 2008) , QoL is evaluated in a comprehensive manner. It evaluates a broad number of aspects such as mood, autonomy and cognition, which are all essential features of good QoL for PwDs (Cooper et al., 2012) . Since it is possible that PwDs and caregivers experience -after participating in a tailored rehabilitation programme -more self-esteem and a better management of their daily life and social relations, they might also have a better perception of their general everyday life and QoL (Sørensen et al., 2008) . This might consequently deliver other results than evaluating specific cognitive abilities by the MMSE, mood by the GDS-15 and performance in ADL by the Katz Index, Lawton Scale and AADL tool.
As for all treatment options, particular attention should be paid to the drop-out rate of the programme. Nearly 30% of the participants dropped out, half of them due to refusal to continue. This drop-out rate can be considered as reasonable, viewing the vulnerable target group in this programme. Also, the reasons for drop-outrefusal to continue, institutionalization, transport problems and death of a caregiver -are similar to those reported in other studies (Prick et al., 2016) . Moreover, in our study, participants who dropped out had significantly more limitations in AADL due to cognitive reasons than participants who completed the programme (De Vriendt et al., 2013 . This might have resulted in barriers to continuing the programme. Consequently, this might suggest that early interventions are crucial for PwDs. In the first stage of the disease, PwDs still have more skills to express their wishes and needs, which offers health care workers more opportunities to get to know the PwDs and their caregivers in relation to their life before the disease. This might create stronger ties towards the future when the disease progresses and more difficult care decisions must be made. Furthermore, explicitly listening to the wishes and needs of PwDs and their caregivers can help to abstract information which might be causing dropouts and might affect the trajectory of a multicomponent rehabilitation programme in a positive way.
It is possible that the efforts to set up individualized goals are translated into the positive outcomes for PwDs and their caregivers that are seen in this study and that would be expected to decline without intervention (Andrieu et al., 2016) . Thus, one of the strengths of the memory clinic is that it is designed in such a way that PwDs and caregivers with greater needs can receive more sessions that cater to their specific needs and that those with lesser needs can use fewer sessions with lower intensity, as recommended by Phung et al. (2013) . In this way, this study has pinpointed the possible benefits of a personcentred focus in an individual multicomponent programme for PwDs and their caregivers. We suggest that future studies capture the individual experiences of persons with dementia and caregivers in order to benefit a person-centred focus.
This was a real-life retrospective study, which consequently contains the weakness that data weren't collected with the aim of being analysed for scientific purposes. Assessing reliability and validity is always more difficult in studies where data are not collected based on the aim of research. Nevertheless, the assessments were performed by a high-skilled clinical (para) medical team in an academic hospital with experience in clinical trials, assuring that data were collected carefully. Another limitation is that this retrospective study is not a controlled trial and we could not include a cohort who did not receive the intervention. Therefore, it cannot be ascertained whether the participants would have deteriorated more without participating in the programme. This study also only describes the first cohort of participants of the memory clinic, which contains a relatively small sample of PwDs and caregivers. Because of this small sample size and since the effect sizes of the outcome measurements were rather small, we cannot draw firm conclusions regarding the clinical implications of the results. Nonetheless, it is pivotal to examine newly developed interventions in real life and naturalistic settings because this represents real clinical work. Nevertheless, further research on this multicomponent programme is indispensable and might benefit from using a pre-and post-follow-up design with a control group. Furthermore, to gain further knowledge of the implementation of this multicomponent programme and its challenges, there is a need to perform qualitative research with semi-structured in-depth interviews or focus groups with PwDs, caregivers and the professionals of the multidisciplinary team.
Conclusion
In conclusion, the multicomponent rehabilitation programme delivered by the memory clinic founded by the NIHDI (Belgium) appears to be promising and valuable for the majority of PwDs and their caregivers. This programme is not a 'one size fits all' intervention but rather indicates benefits due to its holistic approach explicitly capturing the individual voice and experience of the PwD and his or her caregiver. Although deterioration in dementia patients cannot be stopped, this programme had significant overall improvements in the QoL of PwDs and stabilized or improved behavioural disturbances. Furthermore, the burden of caregivers did not increase after the programme. We recommend an exploration in future research of how participants evolve after participating in the programme, which participants responded in a positive way and what factors contributed to this.
Key findings
. This programme improved the quality of life of community-dwelling persons with dementia. . Caregiver burden did not deteriorate after participating the programme. . In this study, no beneficial impact on cognition and everyday functioning in BADL, IADL and AADL was found.
What the study has added
Implementing evidence in real-life multicomponent rehabilitation programmes demonstrates the benefits of a tailored approach and person-centred focus, and might reduce the risk for institutionalisation.
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